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I want to share with you briefly some of the 
problems I met during the 10 years I worked as a 
physiotherapist in the Christian Medical College 
Hospital, Ludhiana in north India. There I saw 
patients suffering from diseases that up till then 
I had only read about in textbooks. 
I had seen the rare case of pulmonary tuber-
culosis in Queensland but I was totally unprepared 
to find so many patients with tuberculosis infections 
of joints such as hips and knees and spine. Several 
patients with spinal tuberculosis had paraplegia as 
a complication of their disease, Fut in almost every 
case I saw, this recovered after decompression of 
the spinal cord. These patients were surgically 
treated with clearance of the diseased area, followed 
by fusion of those vertebrae. If the disease was in 
the thoracic spine, the operation involved a thoracic 
incision and consequently, chest physiotherapy was 
a vital part of the early post-operative treatment. 
The usual post-operative treatment included bed rest 
on a firm bed for three months, the patient being 
taught to roll from supine to side lying without 
rotating or flexing the spine. The only patients I 
saw tieated post-operatively in a plaster cast were 
small children who would not have remained still 
enough for three months without such restraint! 
Leg and arm exercises were taught to the patients 
during their two week post-operative stay in hospital 
and one hoped they would continue these exercises 
at home for the rest of the three month period. 
Then, if the X-ray showed firm union, they would 
be allowed to start sitting and standing, though 
occasionally a spinal brace would be given for the 
initial mobilising period. 
Operative procedures for tuberculosis of hips and 
knees were followed by a variable period of im-
mobilisation in skin traction, thus resting the 
affected joint, with only static quadriceps exercises 
allowed in this period. Mobilisation was then started 
with the traction weight still attached, for a week 
or two, and then free non-weight-bearing exercises 
begun. Weight-bearing was allowed at the discretion 
of the surgeon, usually when the quadriceps was 
strong enough to hold the knee fully extended 
against gravity. 
Pulmonary tuberculosis often progressed to a 
severe state before patients sought treatment. Con-
sequently many more thoracoplasties, lobectomies 
and pneumonectomies were performed on these 
patients than is necessary where the disease is 
treated early. Many Tibetans, who had fled from 
the Chinese into sanctuary in India, succumbed to 
tuberculosis, a disease not common in their own 
country. On treating these patients post-operatively, 
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I found that Tibetans often developed more severe 
postural deformities than the Indian patients did 
after chest surgery, but I was unable to find any 
satisfactory reason for this. Some of our T.B, 
patients were treated in a sanitorium in the Simla 
Hills and they came to Ludhiana for their opera-
tions. When I heard of patients developing frozen 
shoulders after going back to the sanitorium, I found 
it necessary to formulate a simple regime of 
shoulder and postural exercises that the sanitorium 
staff could supervise. These exercises were taught 
to the patients pre-operatively and after a couple 
of days of intensive individual post-operative care, 
the patients were encouraged to join in the ward 
classes. The patients from the sanitorium usually 
went back there within two to three weeks after 
surgery, and we expected them to have good posture 
and full range shoulder movement by then. 
Tetanus is a disease one rarely encounters in this 
country but it is very common in India. Many 
people die from this disease in the villages and of 
those who do reach hospital, very few survive. Most 
patients I saw needed heavy sedation to reduce 
spasms and these patients were given intensive chest 
physiotherapy because they almost all had chest 
complications. The fact that some with severe chest 
complications did survive, encouraged us to con-
tinue treating these patients, in spite of the danger 
of increasing tetanus spasms during treatment 
(though we did not use vigorous percussion on 
these patients). Some patients with really severe 
spasms from the outset, were curarised and treated 
on a respirator. These patients were given intensive 
chest physiotherapy but their survival rate was 
poor. It was heart-breaking to see so many tetanus 
fatalities, knowing that immunization would have 
made all the difference. It is an unfortunate fact 
that preventive medicine is not as well organised as 
it should be in the majority of villages, 
Leprosy is not a major problem in Ludhiana as 
the Punjabi people do not often get the disease. The 
leprosy sufferers we treated were people from other 
States who wandered round the country, outcasts 
from their own homes, obtaining irregular treatment 
in various centres. It was most frustrating when 
these patients had tendon transplants on their hands, 
as they would never stay for their full post-operative 
treatment. The incentive was lacking for these 
patients to try to gain a functionally useful hand, as 
they earned their living by begging for only two 
days a week, whereas with a normal hand they 
would have to work a five-day week! 
Most of the hand surgery we saw was done, not 
on leprosy patients, but to repair industrial injuries. 
Ludhiana is a city of major industrial importance, 
situated in a rich agricultural part of the Punjab 
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and so we saw patients with traumatic hand amputa-
tions due to unguarded machinery, both in the 
factories and on the farms. But perhaps the most 
heartbreaking of all our hand injuries were the 
small children whose simple forearm or elbow frac-
ture had been turned into a major catastrophe by 
the treatment of the local hakim (we would call him 
a "quack"). Their routine treatment for fractures 
was to vigorously massage the fractured limb with 
warm oil and then bind it tightly into wooden 
splints. You can imagine the blistering and swelling 
and consequent loss of circulation and irreparable 
nerve and muscle damage that usually took place. 
If the parents then turned to the Christian Medical 
College Hospital for help, we usually found a totally 
paralysed and contracted claw hand, with perhaps 
just the long flexors of the fingers left functioning. 
If there was any hope of regaining some function or 
of tendon transplants being done, we would embark 
on a long tedious programme of serial splintage, 
combined with wax baths, passive movements and 
massage. With gross sensory loss we had to educate 
the patient to care for his hand and prevent further 
injury. It is customary to drink hot tea, not out of 
a cup with a handle but out of a glass tumbler, so 
time and time again, patients would come with 
blisters on their fingers, in spite of being warned to 
be careful. These hand patients would be followed 
up in a special clinic run by the orthopaedic and 
plastic surgeons, with close liaison with the occupa-
tional therapy and physiotherapy departments. Gener-
ally the results were not good though the occasional 
patient would regain some function in a previously 
useless hand, 
Poliomyelitis is an endemic disease in India and 
I saw dozens of young children in the acute stage 
of this disease. Most of these were between the ages 
of six months and two years. Older children and 
adults had either gained immunity at an early age, 
or showed some degree of post poliomyelitis paralysis. 
In fact, I can only remember seeing one adult in 
the acute stage of the disease and she was grossly 
affected, with bulbar involvement. We found the 
general pattern of paralysis was for one leg to be 
chiefly affected, with glutei, quadriceps and tibialis 
anterior the most frequently affected muscles, Some-
times both legs were paralysed, but the trunk and 
upper limbs were rarely involved, I only saw a 
couple of children with widespread paralysis and I 
would imagine that any with respiratory paralysis 
probably died before reaching hospital. We found 
that parents did not usually bring their children to 
the hospital during the acute stage, as fevers are so 
common in India anyway. They wouldn't worry about 
a fever until the residual paralysis had become 
obvious after a couple of weeks. It was often not 
possible for the child to attend the physiotherapy 
department on a regular basis, so we usually did an 
initial muscle chart and taught the parents how to 
do passive movements and to encouarge active move-
ments. We stressed the importance of regular check 
ups to follow the progress of the child as he grew, 
explaining that deformities usually became more 
pronounced as the child started walking and that 
calipers or even operations might be necessary later 
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on. Where splints were needed, these were made 
from plaster of Paris and the parents taught how to 
apply them and look after the child's skin. Some 
children were brought back regularly for our follow-
up clinics and it was encouraging to see those who 
made a good recovery. Where little recovery was 
apparent, calipers and braces were made 'as neces-
sary in the hospital's own workshop. When a child 
was able to attend for regular treatment we used 
hydrotherapy to encourage active movement and we 
also found a "bonny bouncer" (given to us by one 
of the staff mothers) was very useful for the younger 
children. Our hydrotherapy was limited to a small 
whirlpool bath (which had come from the U.S.A.) 
and we got the child kicking in that to exercise his 
affected leg. On the whole, however, attendance for 
treatment was very irregular and follow-up was 
poor, as it was difficult to make parents understand 
the problems with uncontrolled deformities that the 
child could face later, and the need for constant 
assessment during the growth period. 
Several older children and teenagers were brought 
with severe flexion contractures of hips and knees, 
the result of having crawled for years, the legs 
being too paralysed to allow standing erect. Our 
surgeons used "double-pin" traction to straighten 
these legs. One pin through the os calcis gave 
traction along the length of the limb. The knees 
were often fixed at an acute angle so the second 
pin through the upper end of the tibia allowed 
traction at right angles to the tibia to prevent pos-
terior subluxation of the tibia on the femur, as the 
leg was straightened. It was not uncommon for a 
transient foot drop to occur as the lateral popliteal 
nerve was stretched during the straightening process. 
Usually a capsulotomy was necessary before the 
knee could be fully extended and a surgical release 
of the tight hip flexors was also inevitable. Once 
the legs were reasonably straight the patient began 
walking in long leg plasters (which could be 
wedged straighter if needed) and then progressed 
to calipers when they were ready. We found these 
patients were strongly motivated to do well and 
were of an age to co-operate and we invariably 
succeeded in getting them mobile, albeit with the 
aid of calipers and crutches. 
To sum up, most of the problems I have men-
tioned can be traced to poor health education. 
Village patients don't know that it is less expensive 
to seek early treatment, or else they seek treatment 
at the hands of unqualified people and so make 
matters worse. With a better programme of com-
munity health medicine, many of these problems 
would gradually disappear. For example a pro-
gramme of inoculations for every person in the 
community could wipe out poliomyelitis and tetanus, 
as well as other diseases I haven't mentioned. Early 
detection and treatment of tuberculosis could reduce 
it from the major problem it is at present. Better 
safety regulations would cut down on hand injuries 
in factories and on farms. In fact the Christian 
Medical College Hospital is taking a leading part in 
developing a community health programme in the 
Ludhiana district and we hope for fewer problems 
in the future. 
